Dear Editor, Rhodes et al. [1] discuss the importance of a standardized interdepartmental handover in order to improve the safety and quality of care for critically ill patients. We feel that intradepartmental handover is as crucial.
It is widely accepted that deficiencies in handover processes exist. Studies have looked at the need for structured handover, the advantages of using standardised checklists and protocols and various other aspects of handover [2] [3] [4] [5] . We conducted a telephone survey of hospital intensive care units (ICUs) in South and East England and Wales with the aim of investigating the consistency of handover practices among doctors and nurses. We derived a standard set of questions regarding doctor and nursing handover practice from the literature.
Of the 134 hospital ICUs surveyed, we obtained a 72 % response rate (1/3 of the units nationally), and of these 75 % had a combined ICU/HDU (high dependency unit) and 74 % were DGHs (district general hospitals). Amongst the 1,153 beds in the study, 399 were designated ICU, 281 HDU and the remaining 473 were undesignated. Eighty seven per cent (20/23) of teaching hospitals described themselves as combined units, whilst 56/74 (76 %) of DGHs were combined units.
Compared to doctors' handover, nursing handover was a more regimented process with 93 units having a central nursing handover for all staff, followed by a 1:1 handover at the bedside. Almost half of the units use a printed patient list. Proformas are more widely used in nursing handovers than doctors' handovers (73 and 56 units, respectively). Twenty one ICUs include the care bundle with the nursing handover. Ninety five (98 %) ICUs have a formal doctors' handover each morning. The majority of doctors' handovers (68 %) occur at a central location, and 76 % of units use a printed patient list.
The mean length of nursing handover is 24 min (standard deviation, SD 8.4), while the mean length of handover between doctors is 29 min (SD 13.1). Interestingly, we found that unit size was almost unrelated to the nursing handover length (r 2 = 0.0025; p = 0.312), but had some correlation with the length of doctor handover (r 2 = 0.0456; p = 0.018). However, there are other variables beyond unit size which must be taken into account, such as patient condition and familiarity.
This was an observational study of handover procedures in ICUs which was designed to assess practices, not evaluate quality, as there is not yet a consensus in the literature as to the best way to hand over patients. Our survey confirms that formal handovers are used in almost all units and highlights some interesting variations between the handovers of nurses and doctors.
We agree with Rhodes et al. [1] that handover documentation should ideally form part of the routine patient record. It will be interesting to see, as is the case in some units we surveyed, whether this might become universal practice in the future and form part of the patients' medicolegal record of their in-patient stay.
